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«f » ONGOING MEDICATION FORM «f »
HI%W/JL “l%-w/eLIL
Child NamMe ..o e CRIlA CIASS ...t et eeeeee e ee e eee e ee s

Parent/carer name ............ccecceeeueeuenennn.. CONtACt NUMDBEE ..o,

| request that designated staff members at Hollywell Primary School assist in the administration
of the following medicine on an ongoing basis.

Medical CoNdItioN/DIAGNOSIS............c.cuevirieeierieeieceete sttt aer e s eee e sre e etesr sresee s s s seseesessens

...............................................................................................................................................................

..............................................................................................................................................................

Please attach a letter (on a professional letter head) from your child’s doctor outlining
the following —

* CHILD’S FULL NAME

* CHILD’S MEDICAL CONDITION OR DIAGNOSIS

* MEDICATION/S TO BE ADMINISTERD

* AMOUNT / DOSE TO BE ADMINISTRATED

* TIME THAT THE MEDICATION IS TO BE ADMINISTERD

* A CHILD WITH ALERGIES THAT NEEDS AN EPIPEN MUST HAVE AN ANYPHYLAXIS PLAN
FILLED IN BY THEIR DOCTOR *

Please note that we need the actual box that contains the medication. The box must have
your child’s name on it. Without the name we will NOT administer the medication
(asthma puffers excluded)

Please print and sign this form and hand it back to a designated staff member.

DF: | (<IN Signed....cccoveeeeveceeeeee e (parent/carer)

DF: | (I Signed......ccooeeeveeeee et ereenn (Staff member)



